non-progressive nature of her symptoms, it was decided to await events.
Four months after presentation she developed episodes of severe right frontal pain with vomiting. Right acuity had declined to 6/6 N5 with subjective reduction of light brightness and a right relative afferent pupil defect. The right optic disc remained normal. The main differential diagnosis in the reported case was meningioma although the relatively avascular tumour appearance on carotid angiography was against this. When the tumour contains calcification craniopharyngioma must be considered and when positioned more posteriorly (clivus/cerebellopontine angle) radiological differentiation from chordoma may be difficult.2
Our patient was treated by complete surgical tumour removal with no radiological evidence of recurrence to date. Surgery is the mainstay of treatment in these tumours which are not considered chemosensitive or radiosensitive.6
We thank Dr Robin Barnard and Dr Tamas Ravesz at the National Hospital for Neurology and Neurosurgery for advice on interpretation of the histology and for preparing the histological photograph. We also thank Steve Paratian for photographic assistance.
Loss of vision in AIDS patients is most commonly associated with cytomegalovirus (CMV) retinitis.' Central retinal vein occlusion (CRVO) is an uncommon condition which has been reported once previously to cause visual loss in a Figure I Fluorescein 
